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We are grateful to Dr Kouchoukos for his kind words about
“Surgical Ethical Challenges” and for his interest in this article in
particular.
We agree with Dr Kouchoukos that the patient may indeed ask
the attending to do the case, or decide to have his surgery done at
another hospital. Nevertheless, we would argue that this is a choice
the patient should be entitled to make if his consent is to be fully
informed. The ethical components of the informed consent pro-
cess function independently of their consequences. It would be
consistent with respect for the patient’s autonomy to suggest that
every member of the culture bears a measure of responsibility for
training future generations of surgeons. Ultimately, however, the
decision to permit the involvement of trainees is rightfully the
patient’s own. As noted in the article we referenced, “before the
patient has accepted the role of teaching subject, he must be made
aware that he has been offered the part”.
Similarly, the resident’s role as a lead actor in this drama
should not be described in the playbill as a bit part when he has
responsibilities entitling him to have board credit. Dr Kouchou-
kos correctly points out that “every patient who elects to be
treated in a teaching hospital should understand that some of his
care will be provided by trainees of one type or another”, but the
degree to which this is explained to and understood by patients
is widely variable. Furthermore, patients may not independently
choose care in a teaching hospital—they frequently go where
their health care plans have referral contracts. Global consent
for the involvement of trainees does not constitute evidence of
an informed consent for surgical residents to have “. . . a signif-
icant role in accomplishment of the appropriate operative pro-
cedure,” the ACGME standard for indexing the case. Telling
the patient that the procedure is a team effort and that the
surgeon is the captain of the team constitutes strategic ambigu-
ity, particularly as it blurs distinctions between “captain” and
“first surgeon”. Laypersons of average sophistication should not
be expected to understand this ambiguity and be prepared to ask
questions that would meet their informational needs. As “cap-
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tain of the team,” the attending surgeon will indeed be called
upon to take responsibility for an untoward intraoperative
event, but this may be little comfort to the patient, whose
primary concerns when he provided informed consent were in
avoiding injury and getting well, and only secondarily in assign-
ing responsibility and liability.
However noble our goals in training, and however careful our
safeguards, we still owe every patient full advance disclosure of
those elements of the operation which are important to their
decision process, and we still owe every patient the right to decline
participation under the terms we offer. How we phrase the infor-
mation is vital to surgical ethical evolution.
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